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The etemic model of Gypsy Roma Traveller community vulnerability: is it time to 
rethink our understanding of vulnerability? 
 
Abstract 
Aim: To present a new etemic model of vulnerability. 
Background: Despite vulnerability being identified as a core consequence of health and 
health experiences there has been little research exploring the meaning of vulnerability as a 
concept. Yet being vulnerable is known to have dire physical/mental health consequences. It 
is therefore a fundamental issue for nurses to address. To date, the meaning  of the term 
vulnerability has been influenced by the work of Spiers (2000,  2005). Spiers identified two 
aspects of vulnerability; the etic (external judgment of another persons’ vulnerability and the 
emic (internal lived experience of vulnerability). This approach has led to a plethora of 
research which has explored the etic (external judgment) of vulnerability and rendered the 
internal lived (or emic) experience invisible. Consequences of this, for marginalised 
communities such as Gypsy Roma Travellers include a lack of culturally sensitive services 
compounding health inequalities.  
Design: Position paper 
 
Method: Drawing upon a qualitative phenomenological research study exploring the lived 
experience of vulnerability from a Gypsy Roma Travelling community (published previously), 
this paper presents a new model of vulnerability. This etemic model of vulnerability values 
both external and internal dimensions of vulnerability and argues for a fusion of these two 
opposing perspectives. 
  
Conclusion and relevance to clinical practice: If nurses and other health and social care 
professionals wish to develop practice that is successful in engaging with Gypsy Roma 
Travellers then there is a need to both understand and respect their community. This can be 
achieved through an etemic approach to understanding their vulnerability achieved by 
eliciting lived experience alongside the appreciation of epidemiological studies. Doing so 
would enable the development and delivery of culturally sensitive services facilitating health 
access to this community. Only then, will their poor health status be successfully addressed.    
   
Keywords: Vulnerable, Gypsy, Romany, Irish Traveller, indigenous, marginalised, patient 
voice, mental health, nursing, healthcare. 
Summary Statement: 
What does this paper contribute to the wider global clinical community? 
 The concept of vulnerability, whilst a crucial aspect of nurses’ professional practice 
has had little examination to date. This paper provides a critical examination of 
vulnerability providing a timely contribution to ongoing debates regarding 
vulnerability. 
 The paper presents a new model of vulnerability; the etemic. This etemic approach 
provides a fusion of external, normative judgments of vulnerability alongside insights 
gained from understanding lived experiences of vulnerability. Arguing that both are 
crucial to develop services which are culturally sensitive and address health 
inequalities. 
 This paper illustrates the etemic model of vulnerability with the exemplar of Gypsy 
Roma Travellers, drawing upon research exploring their lived experience of 
vulnerability. Thus providing an insight into this largely hidden community who 
experience significant health inequalities.  
  
Introduction 
Vulnerability is a dynamic and much contested concept that crosses the interface between 
the self and the social world. Nurses, amongst other human service professionals, are likely 
to encounter ‘vulnerable people’ throughout their professional career; because of this, 
statutory bodies of nursing and midwifery internationally recognise that managing and 
advocating for vulnerable people in society, is a key  for professional practice (Americian 
Nursing Association 2010; Nursing Council of New Zealand 2012; Nursing and Midwifery 
Board of Australia 2006; Nursing Midwifery Council UK 2002). The International Council of 
Nurses (International Council of Nurses 2012) further asserts that nurses are ethically and 
morally bound to advocate for vulnerable populations within society. 
 
Individuals can experience feelings of vulnerability, of being at risk of harm, danger, or in the 
throes of uncertainty, across a range of life events, including during periods of illness, 
through interactions with healthcare professionals, and entering unfamiliar surroundings 
such as hospitals, care or treatment facilities. Vulnerability within a healthcare setting, for 
example, can be linked to the loss of power and control over one’s body during illness and is 
influenced by the power, prestige and position differentials between patient and medicine 
and healthcare practitioners (Parker et al. 2012; Heaslip 2015). There are long term health 
implications of vulnerability (Table 1), both physiological and psychological, arising from 
these experiences (Rogers 1997). It is, therefore, important that nurses have a depth of 
understanding of some of the meanings of vulnerability and how, in their professional roles, 
can ameliorate prolonged experiences of vulnerability.  
 
Numerous international studies on vulnerability have been conducted. This includes the 
exploration of ‘vulnerable groups’ such as: lower socio economic groups in the United States 
of America (USA) (Ahern et al. 2008), young Congolese in Uganda (Clark 2007), older 
people in Australia (Myall et al. 2009) and United Kingdom (UK) (Abley et al. 2011), asylum 
seekers in the UK (Stewart 2005), and children in both Turkey and the USA (Forsyth et al. 
1996; Gleason and Evans 2004; Boles et al. 2005; Dogan et al. 2009). Vulnerability as a 
consequence of illness has also been explored: in cancer in Australia (Little et al. 2000), the 
Netherlands and the UK (Proot et al. 2003; Koffman et al. 2009), disability in Norway 
(Solveig Iversen et al. 2013),  as well vulnerability experienced as a by-product of 
hospitalised care in Sweden (Sørlie et al. 2006). Despite these studies, vulnerability itself is 
still a poorly understood concept largely due to a lack of empirical studies exploring the 
phenomenon itself. Leroux et al. (2007) and Heaslip (2016), have addressed this shortfall, 
both utilising a descriptive phenomenological approach, Leroux in context of psychotherapy 
and Heaslip with Gypsy Roma Travellers.  
 
The aim of this paper is to present a new model of vulnerability, the etemic approach, as an 
alternative to the traditional ways of perceiving the vulnerability concept as an etic fact 
identified by others. It however does not fully discount the etic in favour of an emic approach 
instead promotes a combination of the two. The etemic approach has been developed 
through research with Gypsy Roma Travellers (Heaslip 2015; Heaslip et al. 2016). This 
etemic approach contributes to a wider understanding of the phenomenon of vulnerability 
and can be used by nurses, health and social care practitioners to develop a better 
conception of it and, therefore, to improve their practices with vulnerable patients. 
 
 
[Insert Table 1] 
 
 
Background: What is already known regarding vulnerability? 
Purdy (2004), in a concept analysis of vulnerability, identified its core attributes as that of 
susceptibility, chance and openness, all of which is argued to be central to understanding 
the academic explanations of vulnerability. At the heart of this according to Purdy, was being 
open in that being open an individual is therefore exposed and, therefore, receptive to 
experiencing vulnerability. In order to understand these somewhat opposite perspectives 
consider for a moment, being a patient in a care facility. The patient, who is unwell, is often 
associated with having to expose themselves (openness) to another person (nurse or 
healthcare practitioner). Sharing personal health information with the healthcare team, who 
in turn assist in the patient’s care, increasing the chances of improving the patient’s health.  
However, during the course of this interaction there is also the possibility that the healthcare 
practitioner may reject or diminish the patient in some way, making them susceptible to 
being hurt or wounded. Linked to this is a lack of barrier, exposure or being without 
protection. Returning to the example of a patient in a care facility, the patient might have to 
present private parts of their body (physical exposure) or their health history (psychological 
exposure), in an environment where the patient will have little or no control. There are 
strange routines, sounds and terminology used all of which make the patient feel as though 
they lack control (they are without protection). In addition, the patient can be kept away from 
their family and loved ones exposing them to feeling isolated and alone (lack of barrier). The 
main antecedent (what happens before feeling vulnerable) was susceptibility, and in our care 
example, can include susceptibility to ill-health.  
 
The consequences identified by Purdy (2004) were identified as disadvantage, harm, 
wounding or loss which can relate to the loss of the patient’s once healthy self, as well as 
wider structural disadvantages of being ill such as financial loss, unemployment, or the 
physical harm or wounding that can occur following surgery. Whilst the concept review 
undertaken by Purdy identified that vulnerability was predominately perceived as negative, it 
has to be recognised that these attributes, antecedents and referents could be multi-
dimensional, positive as well as negative (Purdy 2004). In order to understand this, take the 
possibility of falling in love. In this situation an individual takes a chance and opens 
themselves up to another human being, exposing themselves and sharing their innermost 
thoughts, beliefs and desires. In this situation they are also exposed, without protection and 
are susceptible to being rejected and hurt yet they also could find warmth, love and 
companionship. It is clear from both of the examples provided that vulnerability can be both 
positive and negative in a similar way to the concept of crisis (Parker 2007). However, within 
healthcare the predominant discourse is to view vulnerability negatively, which is something 
that nurses must strive to eradicate.  
 
A range of models of vulnerability have been developed. Rogers’ (1997) model of 
vulnerability described vulnerability as a dynamic interaction between the personal resources 
within the individual and the wider environmental supports, again suggesting links with crisis 
theory (Parker 2007). Alternatively, the model of vulnerability developed by Proot et al. 
(2003), in researching experiences of family members caring for a terminally ill person at 
home in the Netherlands, presents a series of factors that increase or decrease the 
likelihood of feeling vulnerable (vulnerability increasing factors such as care burden, fear 
insecurity and/or vulnerability decreasing factors such as hope, keeping control and good 
support).  
Spiers etic/emic perspective on vulnerability 
It is the work by Spiers (2000) which has had  the largest impact in understanding what 
vulnerability means from a health perspective. Spiers (2000:716) taking an anthropological 
perspective, identified two main approaches to viewing vulnerability; the “etic” and “emic” 
perspectives (figure 1).  
 
[Insert Figure 1] 
 
The etic perspective is one arising from the external evaluation or judgement of an outsider 
(for example nurse or health care practitioner) of the ‘susceptibility to and possibility of harm’ 
that may befall an individual. This reflects a normative perspective. This approach focuses 
upon groups of people and identifies their vulnerability on the basis of assumed objectivised 
criteria and from the outside. It is dichotomous, in that an individual is either vulnerable or 
they are not. It is this perspective which is often used in healthcare to denote community 
vulnerability. For example, Dr Chan, Director General of the World Health Organisation 
(2016), identified the following vulnerable groups; women, children, older people, indigenous 
people, migrants, rural workers, persons with disabilities and the poor. The majority of 
studies on vulnerability in healthcare have focussed upon this approach to vulnerability 
linked to biomedical outcomes regarding morbidity and mortality. However, this approach 
fails to give the nurse/health practitioner insight into how it actually feels, or what it feels, like 
to be vulnerable and creates simple binaries that reinforce normative expectations and 
behaviours in the provision of health and social care. 
 
In contrast, Spiers (2000; 716) also identified an emic perspective of vulnerability related to a 
“state of being threatened and a feeling of fear of harm”. This perspective is identified by the 
individual actually experiencing feeling vulnerable. It is internally and subjectively evaluated 
or judged. In this perspective, vulnerability is exactly what the person experiencing it says it 
is, thus it is more holistic in nature, (see again crisis theory, Parker, 2007). The exploration of 
the emic perspective of vulnerability is relatively rare due to the difficulties encountered in 
doing research with vulnerable groups that explores these insider perspectives (Rogers 
1997) as well as the tacit privileging of normative ideologies of health care. Both Rogers 
(1997) and Spiers (2000) identified the need to seek and appreciate the lived experiences of 
those who had felt vulnerable in order to develop understanding of the emic perspective of 
the vulnerability phenomenon further.  
 
Advantages and disadvantages of the etic approach 
As already identified, the professional literature is dominated by the etic perspective, 
focussing on examining and identifying vulnerable populations or groups. Assigning the label 
of vulnerability as a mechanism to identify populations at risk of ill health; or identify 
individuals/populations in need of protection. This is influenced by societal values and a 
need for control and links with assumed taken-for-granted world views which do not focus on 
the power relations associated with such conceptions. There are, however, considerable 
benefits to perceiving vulnerability in this way to policy-makers and service planning. Firstly, 
it highlights populations with higher morbidity and mortality rates so that services can be 
tailored to address to prioritise these health care needs. Secondly, it is important that those 
at risk of abuse or manipulation are protected to ensure that they are not taken advantage or 
manipulated by others.  
 
But the etic perspective has disadvantages also. Vulnerability is contextual; societal values 
often identify what is accepted or not and this itself can also create vulnerability. In order to 
understand this further let us consider the Gypsy Roma Travelling (GRT) community. It is 
important to note that whilst the term GRT is used in this paper they are not a homogenous 
community but comprise many different groups of Gypsies and Travellers each with distinct 
cultural identities (for further exploration see Heaslip et al. 2016).  Historically, Gypsy Roma 
Travellers were largely nomadic, travelling from place to place working in agriculture on 
farms following the seasons. As such, seeing GRT on the road and pitching up on free land 
was common place and accepted in earlier times. However, today’s Gypsy Roma Travellers 
are unable to travel and follow a nomadic life as nomadism in wider society is not the ‘norm’ 
nor culturally acceptable. As a result of this there are very few council-owned GRT sites that 
GRT can travel between (Van Cleemput 2007; Brown and Scullion 2009). This coupled with 
legislation making it illegal to pitch a wagon on the side of the road, has meant it is very 
difficult for GRT to find places to stay (Greenfields 2007). Therefore, they have been forced 
to pitch their wagons in inappropriate public spaces (such as car parks and play parks) that 
are not geared for human habitation. As a result they are constantly moved on by the police 
often only staying in areas for short periods of time. This makes it difficult to access on-going 
primary healthcare which perpetuates their vulnerable health status. There is a lack of waste 
disposal in these places which means that when the GRT are moved on, they leave behind 
them garbage waste which has to be removed at considerable cost to the local councils. In 
turn, this perpetuates the stigma and negativity towards this community increasing the 
discrimination that occurs (Turner 2002; Karner 2004; Convery and O'Brien 2012; Francis 
2013) and perpetuates their vulnerability owing to a lack of belonging (Heaslip et al. 2016). 
However, these cultural understandings of vulnerability cannot be grasped using the etic 
view of vulnerability. 
 
Seeing vulnerability in an etic way presents a reductionist perspective. Although it is 
important as a mechanism to identify unmet clinical need, it does little to explore neither why 
the vulnerability is there in the first place nor the reasons for health concerns within particular 
groups. For example, under the etic perspective of vulnerability, Gypsy Roma Travellers are 
defined as a vulnerable community as they experience poorer health in comparison to the 
settled community (Goward et al. 2006; Parry et al. 2007). However, knowing this alone 
does not necessarily enable services to be developed which address their vulnerable status. 
Without understanding how and why people experience vulnerability, practitioners and 
service managers cannot ensure that the services being developed truly meet a community’s 
needs. Therefore, it is important to appreciate and understand the lived emic experience of 
vulnerability in order to balance the reductionist alongside the humanist perspective of 
vulnerability.  
 
Advantages and disadvantages of the emic approach 
As stated previously, it is the existential (lived) experience (emic perspective) that is the 
more silent in comparison to normative perspectives (etic perspective). Yet, the emic 
perspective offers a richer, broader and deeper definition and perspective of vulnerability 
from a humanistic perspective regarding the lives of individuals. It facilitates a deeper 
understanding of the experiences of individuals allowing nurses and healthcare practitioners, 
to see beyond homogenised groups and categories of people and move towards a focus on 
individuals and hearing their experiences. As Havel (1988;324) states: 
 
“(t)he vulnerability of another person, therefore touches us not only because 
in it we recognize our own vulnerability, but for reasons infinitely more 
profound: precisely because we perceive it as such, the “voice of Being” 
reaches us more powerfully from vulnerability than from anything else: its 
presence in our longing for Being and in our desire to return to it has 
suddenly, in an sense, encountered itself as revealed in the vulnerability of 
another”. 
This notion of ‘hearing the individual’s voice’ is gaining momentum politically within the UK 
(Scammell et al. 2015), reflecting the wider health and social care agenda of “nothing about 
me without me” (Department of Health 2010;13). This concept of ‘hearing the patient’s voice’ 
is also growing internationally in recognition that service users can assist in developing and 
reviewing services to ensure they truly meet their needs (Happell et al. 2014). Despite the 
importance of engagement with Gypsy Roma Travellers being promoted in service 
development/enhancement  (Department for Communities and Local Government 2012; p7), 
Adeagbo (2009) identifies that many barriers exist to achieving this including lack of time, 
confidence and skills as well as poor literacy levels in some individuals and groups using 
services.  
 
Heaslip et al. (2016) explored this emic approach phenomenologically, considering the lived 
experiences of vulnerability from a Gypsy Roma Travelling community. This emic 
perspective identified a very different view of their vulnerability in comparison to the 
normative (etic) perspective which predominantly focuses upon the higher morbidity and 
mortality. Instead, the lived experience (emic) of feeling vulnerable focussed upon GRT 
individuals’ internal and existential experiences, linked to their community values, beliefs and 
ways of being. Their vulnerability stemmed from their traditional ways of living being eroded 
by mainstream society. As such, they felt vulnerable because of a loss of heritage and 
cultural practices, feeling as a community that they were being eradicated. The GRT in the 
study felt pressurised to conform to living a way which was incongruent with their personal 
cultural values and this evoked their feelings of vulnerability (Heaslip 2015; Heaslip et al. 
2016). This was reinforced as individuals and statutory services in mainstream society did 
not listen to them or their views; they felt powerless regarding the enforced change that was 
occurring to them.  In order to fully appreciate this alternative perspective, let us understand 
Jimmy (fictitious name) an Irish Traveller’s experience elicited through research (Heaslip 
2015): 
 
This day and age travellers, well you can’t travel… well if you go on the side 
of the road you can have, well some councils can have you out within 2 or 3 
hours if they’ve got the manpower to do it, but basically its 24 hours. So you 
are moving all the time. So just saying, you get sick, so a lot of doctors, well a 
doctor will see you if you can get passed the receptionist. But nearly everyone 
you go to they say to put down for temporary and that can take maybe a week 
or so. But in that time, that week while you’re waiting to see the doctor you’re 
ill. Do you know it’s very, very hard to go into the surgery and see a doctor. 
So basically what we do is we just go to the A&E, the emergency hospitals 
and the doctor will see you. But they will only see you once - you can’t keep 
going back. You’ve got to get a GP and when you’re on the road it near 
impossible. 
 
Talking about missing the ability to travel: 
 
I miss the freedom…. Just like what today, I could think I’ll go to, go down to 
Blackpool for a couple of months. You go down there and you never pull right 
in to the centre of Blackpool. You stay on the outskirts. Pull into a nice back 
road or a field. In the summer you get up in the morning on a nice sunny day 
and look around you and all you can see is beauty. Beauty is the land. You go 
outside and light a fire. You cook your meals on it. It’s just so beautiful…Yet 
you can’t, you go down a back road today and pull in on the side of the verge, 
within half an hour there would be a farmer down. Someone over you, 
trespass, this and that. Within an hour you’ve got the police and the next, they 
get you off in a couple of hours and you’re gone.  
 
On the loss of his community: 
 
You take it from me, within another 20 years, and in time that’s not that long, 
and you won’t see a Traveller on the road it, it’s gone.  In this day and age 
now the way that’s going on with Travellers and that, I can only see one thing 
happening, they want to wipe us out…that’s what I’m saying You might say 
that its going a bit too far, but I’m telling you honestly and a lot, lot of people 
of my culture are thinking the same way. 
 
Hearing Jimmy’s perspective provides a real contrast to the vulnerability of GRT provided by 
etic, external normative judgements. In hearing the emic, there is a real sense of the tension, 
the vulnerability he experiences in not being able to live his life in congruence with his 
cultural beliefs and ways of being.  
 
However, this approach also has it disadvantages. Seen alone, it could limit understanding 
of wider issues affecting vulnerability at a community/population level. Understanding and 
hearing Jimmy’s perspective cannot predict the wider health implications of their prolonged 
experiences of vulnerability at a community level and therefore cannot assist commissioners 
of health services to determine what aspects of service provision needs to be developed. 
Large epidemiological studies, which are not individually focused of course, are required in 
order to identify which particular aspects of poor health this community experience, so that 
services can be developed which have the greatest health benefit. In addition, emic 
explorations of vulnerability by their very nature would be smaller scale qualitative studies in 
order to ascertain the depth of understanding required and do not seek generalisability in a 
quantitative sense. Rather their aim is transferability relating to the extent to which the 
research findings can be transferred from one context to another or the degree to which the 
human dimension resonates with the reader. Yet in healthcare, a certain degree of 
generalisability is required in order to develop health services for a community at a national 
or international scale.  
 
The way forward: the etemic perspective of vulnerability 
We argue in this paper that nurses and healthcare practitioners need to move away from the 
traditional etic versus emic approach to viewing of vulnerability, dichotomised by Spiers 
(2000).  We propose a third way, an etemic or fused perspective combining the advantages 
of both perspectives which privileges the voices of the individual alongside the professional 
discourse (see figure 2). To the left of the model are the normative external perspectives on 
vulnerability, on the right the internal lived experiences. However, these are perceived, not 
as separate components but a ‘yin-yang’, fusing both the reductionist and humanistic 
perspective in the new etemic approach. It is important see this model as a jigsaw, with each 
individual component from the left and the right representing a piece of the puzzle. Whilst 
focussing upon each puzzle piece is important in the building of an understanding, it is not 
until both pieces have been put together that you have a depth of understanding of the 
whole experience of what it means for a patient to be vulnerable.  
 
[Insert Figure 2] 
The etemic perspective in the care of the Gypsy Roma Traveller Population 
In order to illustrate this further, we take the experience of mental health in Gypsy Roma 
Travellers. Taking aspects from the left of figure 2 (or the etic side), both Goward (2006) and 
Parry et al. (2007) identify that GRT experience poorer mental health than individuals within 
wider society.  Yet questions have to be asked why? Using understanding gained from the 
right side of the model can help us to answer these questions. As identified Gypsy Roma 
Travellers are a cultural group experiencing huge cultural change (vulnerability of feeling 
pressured to conform to live a certain way) which they feel is imposed upon them by the 
settled community (Heaslip et al. 2016). They are unable to travel and be nomadic as they 
would wish owing to increased legislation which has criminalised nomadism. Instead they 
feel as though they have to live a life that is incongruent with their cultural values and who 
they are (Greenfields 2007).  In addition to this, there is also a perception that they have no 
voice and people are not willing to hear or understand their experience (vulnerability of 
powerlessness). Therefore they experience being ‘done to’ rather than worked alongside 
with. Such forced assimilation is viewed as a threat to their identity (vulnerability due to the 
loss of one’s heritage). Giddens (1991) refers to this concept as “ontological security” which 
refers to self-perception and the need to be in control of one’s own environment in order to 
feel secure of one’s place in society. This can be threatened when there is lack of control in 
maintaining a secure base or environment that one can call home and when there is lack of 
opportunity to exercise autonomy. All of this is damaging to one’s sense of who one is and 
positive mental health. Therefore nurses and human service professionals working in mental 
health services need to bring together this understanding of poor mental health and the 
reasons why in an etemic approach. Having this depth of understanding is particularly 
important during times of crises or forced eviction (see Dale Farm Okely 2011), of which the 
mental health implications were never really highlighted or considered.  Nurses in practice 
can also ensure that they work in an approach which actively promotes the listening to and 
valuing of the individual’s voice and cultures of this community assisting in the development 
of trust and the building of a therapeutic relationship. Proactively there is a need to work with 
young people in this community building resilience and skills of coping with enforced change 
to avoid poorer mental health in future generations. 
 
Likewise for nurses working in predominaltly physical health settings, GRT die on average 
10-15 years younger (mechanism to identify populations at risk of ill health), yet we do not 
know why. Again this model could assist us in this understanding. We have already identified 
that this community are experiencing enforced cultural change (vulnerability due to loss of 
heritage, enforced cultural change, powerlessness, see figure 2) and this has an impact 
upon one’s mental health. Yet Naylor et al. argues (2012) mental and physical health are 
interlinked and any mental health issues will negatively affect physical health. An example of 
this is smoking.  Smoking rates in GRT communities are high (Parry et al. 2004), and this 
may be due to smoking being used as a mechanism to control nerves and anxieties which 
are also high in this community.  This has an effect on physical health as this community 
who experience respiratory problems including asthma, bronchitis, and chest pain (Parry et 
al. 2004). Yet this is also a community that experience difficulty accessing services. Again 
the etemic model can assist here. In developing the understanding of the vulnerability 
experienced by the loss of one’s cultural heritage, the health professional gains an insight 
into the lived world of this community and herein some of the challenges they face in 
accessing services. Some older GRT have difficulty with reading and writing, McCaffery 
(2009) estimates between 70-80% of adult are not able to write.  This kind of etemic 
knowledge can enable the nurse or healthcare practitioner to have an insight into the 
difficulties GRT experience in accessing secondary care services such as hospital 
appointments which are communicated in a written format. This process makes services less 
accessible to a number of the community perpetuating their poor health status. This new 
understanding can help to explain why many GRT access healthcare through accident and 
emergency departments, often for treatment at later stages of their illness (Honer and 
Hoppie 2004). This lack of understanding in specialist services contributes to the higher 
morbidity and mortality levels of Gypsy Roma Travellers. This etemic knowledge can assist 
nurses and practitioners in developing community based open access healthcare drop in 
clinics for this community which could better address their healthcare needs as well as the 
importance of phoning individuals to remind them of their appointments at regular intervals. 
 
Relevance for clinical practice 
As has been presented here, the etemic perspective of vulnerability provides a unique and 
novel way of exploring both the lived experience of vulnerability alongside the more 
biomedical epidemiological approach. Focusing on the etemic can enable services to be 
developed that truly reduce health inequalities experienced by this group by enabling 
culturally cohesive services which accepts, empowers and values the Gypsy Roma 
Travelling community. For nurses working clinically, there are huge opportunities to gain 
insight into the lived world of individuals within this community during the assessment phase 
of the nursing process. However, in order for this to be achieved, the health assessment 
made by the professional must include holistic questions regarding the lives of the individual 
and not just a biomedical assessment focussing on the current physical or mental health 
complaint. Likewise healthcare providers should actively seek feedback from members in 
this community regarding their experiences of care in real time or family/friends initiatives 
(remembering that many older members in this community will not be able to read) as well 
as encouraging participation on service user/carers boards. 
 
Using the etemic approach to vulnerability enables nurses to practice in a way which 
promotes the Human Rights based approach to healthcare advocated by the World Health 
Organisation (World Health Organisation 2015) (table 2).  
 
[Insert Table 2] 
 
Specifically understanding and valuing another’s lived experience enables the professional 
to see beyond the label placed on the vulnerable population group and enables them to see 
a fellow human in a way that promotes non-discriminatory practice. Understanding the 
challenges experienced by communities, for example, with low literacy levels such as the 
GRT, means that services can devise alternative means to written referrals, making these 
services more accessible and available to those who need them. Nursing that is focused 
upon understanding and building rapport with the community as part of the nursing 
assessment will enable the nurses to work in a more culturally sensitive way.  Having more 
culturally sensitive services is also a means of being more accountable to the public purse. 
Currently, GRT access healthcare much later in an illness trajectory using secondary care 
services such as accident and emergency departments rather than preventative healthcare 
through primary care.  This is less cost effective. 
 
Limitations and future work 
A potential critique of this model is its focus upon GRT as one particular community and 
small numbers, and therefore may not be transferable to other groups. This is a valid 
challenge. Vulnerability is a human phenomenon and as such we argue has to be studied 
contextually, within the human experience. Therefore, we propose that further work is 
required to explore the validity of this proposed model in other vulnerable groups to identify 
parts which resonate with them and their experience. One particular set of groups would be  
other  indigenous groups such as Aborigines in Australia (Delauney 2013), First Nations, 
Inuit and Metis in Canada (Shantz 2010), Adivasis in Bangladesh (Khan and Samadder 
2012) and Kuy in Cambodia (Swift 2013). All of which, like GRT, have higher poorer physical 
and mental health outcomes than the settled community, but also a separate cultural identify 
from the majority of the society in which they live. Therefore it indicates that further work is 
needed exploring the lived experiences of these communities to identify if the proposed 
model is also reflective their experiences. 
 
Conclusion 
This paper has presented a new model of vulnerability, arguing for a fusion between the 
reductionist bio-medical and an existential lived experience. This etemic model of 
vulnerability can be used by nurses and healthcare practitioners both in day to day provision 
of care of individual Gypsy Roma Travellers but also should be used in developing 
healthcare services to address the health inequalities. We argue it is only through the etemic 
approach which validates and recognises both the professional discourse as well as the 
individual voice (through appreciating the emic) that services be developed which are 
culturally sensitive and work with the community in addressing on-going health needs. The 
paper has presented an evolution in professional understanding of vulnerability arguing that 
an etemic perspective of understanding vulnerability is crucial not only in working with Gypsy 
Roma Travellers but working with other marginalised, hidden groups.  
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Table 1 Health Implications of Vulnerability 
 
 
Health implications of Vulnerability (Rogers 1997) 
Physiological effects of vulnerability   
 










Gastro Intestinal distress 
Menstrual irregularities 
Psychological effects of vulnerability 
 
Helplessness 
Loss of control 
Lowered self esteem 
Fear 
Embarrassment 
Loss of self-worth 
Desperation 
Powerlessness 









Table 2 Who Human Rights Based Approach to Health (2105) 
1. Non-discrimination: The principle of non-discrimination seeks ‘…to guarantee that human 
rights are exercised without discrimination of any kind based on race, colour, sex, language, 
religion, political or other opinion, national or social origin, property, birth or other status such 
as disability, age, marital and family status, sexual orientation and gender identity, health 
status, place of residence, economic and social situation’1.  
2. Availability: A sufficient quantity of functioning public health and health care facilities, goods 
and services, as well as programmes. 
3. Accessibility: Health facilities, goods and services accessible to everyone. Accessibility has 4 
overlapping dimensions: 
o non-discrimination; 
o physical accessibility; 
o economical accessibility (affordability); 
o information accessibility. 
4. Acceptability: All health facilities, goods and services must be respectful of medical ethics and 
culturally appropriate as well as sensitive to gender and life-cycle requirements. 
5. Quality: Health facilities, goods and services must be scientifically and medically appropriate 
and of good quality. 
6. Accountability: States and other duty-bearers are answerable for the observance of human 
rights.  
7. Universality: Human rights are universal and inalienable. All people everywhere in the world 










Figure 2 Etemic perspective of vulnerability 
 
 
